cleft lip repair has evolved from discarding the premaxilla and prolabium and approximating the lateral lip elements to a definitive lip and primary cleft nasal repair utilising the underlying musculature. The aim of this study was to review surgical outcome of bilateral cleft lip surgery (BCLS) done at the Lagos University Teaching Hospital. Materials and Methods: A review of all cases of BCLS done between January 2007 and December 2012 at the Lagos University Teaching Hospital was done. Data analysis included age and sex of patients, type of cleft deformity and type of surgery (primary or secondary) and whether the cleft deformity was syndromic and non-syndromic. Techniques of repair, surgical outcome and complications were also recorded. Results: A total of 39 cases of BCLS involving 21 males and 18 females were done during the period. This constituted 10% (39/390) of all cases of cleft surgery done during the period. There were 5 syndromic and 34 non-syndromic cases. Age of patients at time of surgery ranged between 3 months and 32 years. There were 24 bilateral cleft lip and palate deformities and 15 bilateral cleft lip deformities. Thirty-one of the cases were primary surgery, while 8 were secondary (revision) surgery. The most common surgical technique employed was modified Fork flap (Millard) and associated nasal deformity under more optimal conditions. [6] The first reports of bilateral cleft lip repair emerged in the 14 th century and were performed by the Belgian surgeon Johan Yperman. [6] Since then, several other surgical techniques have been employed for BCL repair. These includes Millard's technique, Manchester technique and Tennisson technique.
[6] The Millard's repair involved complete elevation of the prolabium and reconstitution of the orbicularis across the premaxilla. [6] [7] [8] In addition, Millard banked lateral segments of the prolabium as "forked flaps" that were meant to add collumellar height at a later stage. This technique has more universal application and has been adjusted to give more satisfactory clinical result, the banking of the lateral component of the prolabium however give unsightly scar especially in the dark-skinned individuals, which are more prone to excessive scar formation. [9] A modification of this technique is therefore necessary to achieve a more esthetic result especially in this group of patients.
The aim of this study was to review the surgical outcome of bilateral cleft lip surgery (BCLS) done using modified fork flap technique at the Lagos University Teaching Hospital.
MateRiaLs anD MetHODs
A retrospective review of all cases of BCLS done between January 2007 and December 2012 at the Lagos University Teaching Hospital was done. All cases were done under general anaesthesia with orotracheal intubation. Data retrieved from the hospital record for analysis included sex of patients, month of birth; type cleft deformity, technique of repair (either lip adhesion or Modified Millard's technique) and surgical outcome including complications. Modified Millard's technique involves complete elevation of the prolabium and reconstitution of the orbicularis across the premaxilla without banking of lateral segments of the prolabium.
Data collected was subjected to simple statistical analysis using the Statistical Package for Social Sciences (SPSS), SPSS ® for Windows, version 16.0 (SPSS Inc., Chicago, IL) statistical software package. Frequencies and means of the variables were estimated. Some pre-operative, intra operative and post-operative clinical photographs were also retrieved and are presented.
ResULt
A total of 390 patients were managed for cleft lip and palate deformity during the period. Thirty-nine (10%) of these were BCLS out of which 5 were syndromic and 34 non-syndromic cases. There were 18 females and 21 males. Age of patients at time of surgery ranged between 3 and 384 months with the mean age of 52 ± 104.34 months. There were 24 bilateral cleft lip and palate deformities and 15 bilateral cleft lip deformities. Majority of the subjects (89.7%) had complete cleft lip deformity.
The most common surgical technique employed was Modified Millard's technique, which was employed in 37 (95%) cases. Lip adhesion was the technique of choice in 2 (5%) cases. Thirty-one (79.5%) of the cases were primary surgery while 8 (20.5%) were secondary (revision) surgery. All patients were admitted for a period of 7 days.
Surgical outcome was considered satisfactory if there were: Adequate length of the upper lip, symmetrical nostrils, reconstituted philtrum and adequate columella length. Surgical outcome was considered satisfactory in 37 (95%) of the 39 cases while four cases need further surgical revision. The four cases were: All the 2 cases repaired with lip adhesion technique and 2 of 37 cases repaired with Modified Millard's technique. Columella shortening was a major drawback in Modified Millard technique and obvious in all cases immediate post-operation. However, improvement was noticed over time. Figures 1-5 show the pre-operative and post-operative photographs of patients with BCL repair using Modified Millard's Technique.
DisCUssiOn
Bilateral cleft lip deformity is a common cleft deformity seen in clinical practice, surgical repair of which can be a challenge to an experienced surgeon. The most striking feature of BCL is the premaxilla, which for centuries has been assailed as the principal obstacle to closure; the excision was therefore advised and practiced for many years. [8] The surgical repair of bilateral cleft lip repair has however evolved from discarding the premaxilla and prolabium and approximating the lateral lip elements to a definitive lip and primary cleft nasal repair utilising the underlying musculature. [7] [8] [9] Mulliken 1985 described the basic principles for BLC repair, which are maintaining nasolabial symmetry, securing orbicularis oris continuity to construct the muscular ring and minimise philtral distortion, designing proper philtral size/shape, construct the median tubercle using the lateral labial elements, position and secure the displaced lower lateral cartilages to establish normal nasal projection and columellar length. [10, 11] The surgical repair of BCL is complex and still controversial, though various techniques have been reported and described in detail. [11] The results of primary repair of bilateral cleft lip traditionally have been less satisfactory than those of unilateral cleft lip. The typical labial stigmata are a broad, bowed and undimpled philtrum, lateral muscular bulges and a thin median tubercle, accentuated by hanging lateral labial elements. [12] Established and well-described surgical procedures though with many variations for the repair of bilateral cleft lip include the repairs of Veau, Tennison, Manchester and Millard. [6, 7] Millard's repair involved complete elevation of the prolabium and reconstitution of the orbicularis across the premaxilla. [6] In addition, Millard banked lateral segments of the prolabium as "forked flaps" that were meant to add columellar height at a later stage. [6] The prolabium is an important component in BCL repair, Millard has earlier stressed that in BLC of the lip, the prolabium regardless of its size should always be positioned to the vermilion boarder. While Millard's technique advocated the complete elevation of the prolabium and reconstitution of the orbicularis across the premaxilla with banking of lateral segments of the prolabium; however, the Modified Millard's Technique complete the repair without banking of lateral segments of the prolabium.
The surgical outcome was assessed as achieving adequate length of the upper lip, symmetrical nostrils, reconstructed nasal floor without excessive scar tissue, reconstituted philtrum and philtral ridges.
In our surgical plan, after raising a forked flap (two lateral elements and one central element), the lateral element of the prolabium is discarded; the median element is used to reconstruct the philtrum and the philtral ridges. A careful muscle dissection and more anatomical repair gave us good shape of the bilateral lip repair. The obvious drawback of this technique is the loss of lateral element, which could be used for the lengthening of the columella. However, a secondary rhinoplasty can be done later in life if the need arises. 
COnCLUsiOn

